Nicola Redmond 

L.C.P.H. MARH RHom Cert C.S.T. Cert A.S.K.
Homeopathy | Systematic Kinesiology | Craniosacral Therapy | Biopuncture
clinic@blackheathnaturalhealth.com
www.blackheathnaturalhealth.com
	Full Name          
	 FORMCHECKBOX 
 M     FORMCHECKBOX 
 F
	DOB:
	     

	Address          

	Tel nos:    Home                                   Mobile                              Email address       

	Occupation/s:       

	Marital status:
	 FORMCHECKBOX 
 Single      FORMCHECKBOX 
 Partnered      FORMCHECKBOX 
 Married      FORMCHECKBOX 
 Separated      FORMCHECKBOX 
 Divorced      FORMCHECKBOX 
 Widowed

	GP Practice & Tel no:        

	Your rights: This form is for information which will help analyse your health issues and manage your treatment. Please fill in as completely as possible.   All information will be kept strictly confidential and secure.  It will not be processed, passed to any other agency, not used for purposes other than the specific and explicit promotion of your health and only in connection with my clinic. Your statutory rights will not be violated or diluted in any way whatsoever.  In order to record details in connection with the diagnosis of your issue/s your information may be held on a computer.  You may ask to see this at any time.

Consent:  I confirm that I request Homeopathic  |  Systematic Kinesiology  |  Craniosacral Therapy  |  Biopuncture from Nicola Redmond.  I understand that this does not imply a promise of cure.  (circle your preference)


	Signature: (of parent if client is underage)        

	Date:        


	

	PERSONAL HEALTH HISTORY

	

	Childhood or 
Teen Illness:
	 FORMCHECKBOX 
 Chicken Pox     FORMCHECKBOX 
 Measles     FORMCHECKBOX 
 Mumps     FORMCHECKBOX 
 Rubella     FORMCHECKBOX 
 Meningitis     FORMCHECKBOX 
 Scarlet Fever     FORMCHECKBOX 
 Scarletina     FORMCHECKBOX 
 Whooping Cough 
 FORMCHECKBOX 
 Ear Infections     FORMCHECKBOX 
 Glue ear     FORMCHECKBOX 
 Tonsilitis     FORMCHECKBOX 
 Glandular Fever     FORMCHECKBOX 
 TB     FORMCHECKBOX 
 Pneumonia     FORMCHECKBOX 
 Bronchial infections    FORMCHECKBOX 
 Warts

 FORMCHECKBOX 
 Warts     FORMCHECKBOX 
 Verrucae     FORMCHECKBOX 
 Molluscum     FORMCHECKBOX 
 Eczema     FORMCHECKBOX 
 Asthma     FORMCHECKBOX 
 Herpes     FORMCHECKBOX 
 Shingles  
   

	Childhood immunisations & other vaccines 
	 FORMCHECKBOX 
 DPT
	  Age/s        
	 FORMCHECKBOX 
 Polio
	 Age/s        

	
	 FORMCHECKBOX 
 MMR
	Age/s        
	 FORMCHECKBOX 
 HPV
	Age/s        

	
	 FORMCHECKBOX 
 PEDIACEL
	Age/s        
	 FORMCHECKBOX 
 Chicken Pox
	Age/s        

	
	 FORMCHECKBOX 
 MEN C
	Age/s        
	 FORMCHECKBOX 
 Hepatitis A
	Age/s        

	
	 FORMCHECKBOX 
 Pneumococcal
	Age/s        
	 FORMCHECKBOX 
 Hepatitis B
	Age/s        

	
	 FORMCHECKBOX 
 BCG
	Age/s        
	 FORMCHECKBOX 
 Yellow Fever
	Age/s        

	
	 FORMCHECKBOX 
 DPT
	Age/s        
	 FORMCHECKBOX 
 DPT
	Age/s        

	
	 FORMCHECKBOX 
 Swine Flu
	Age/s        
	 FORMCHECKBOX 
 
	Age/s        

	
	 FORMCHECKBOX 
 Flu
	Age/         
	 FORMCHECKBOX 
 
	Age/s        

	
	Any other vaccines & dates (ie travel etc):

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	List any medical problems that other doctors or health practitioners have diagnosed

	     


	1-10 (1=weak,10=strong)

	Memory:        

	Concentration:        


	Coughs colds: How many (if any do you get during the year & at what time of year?  Are there triggers apart from weather / season changes?

	     


	Blood Type:      
	Blood Pressure:        
	Cholesterol:        

	1-10 (1=little,10=profuse)
	Perspiration:        

	Allergies: Please list any allergies/intolerances including any hayfever symptoms, catarrh, sinus infections, giving times of year that are significant & any other relevant information:        


	Energy:  average energy levels 1-10 (1=low; 10=high) & what times are your energy slumps.  Is your energy better in the day or at night?        


	Fears & phobias:  (eg heights, closed spaces, dark, germs, ghosts, animals, insects, snakes, spiders, storms, exams, disease, death/dying, poverty, failure)  This should be a significant fear/phobia        


	Accidents : Note any serious & those which you feel are important, include any falls, or head injuries

	Year
	Accident
	Treatment

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Hospital admissions, surgical procedures

	Year
	Procedure
	Treatment

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Dental procedures (braces, extractions, root canals, etc)

	Year
	Procedure
	Treatment

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Pre-birth:  If known - any emotional or physical problems experienced by your mother in pregnancy

	     


	Birth: If known – type of labour

	     


	Shocks/Traumas: Anything which may have affected your mental, emotional or physical wellbeing, & at what ages/s.  If you are not able to specifiy, please write Trauma & your age & indicated 1-1- to indicate intensity (1=low; 10=high)

	     


	


	Please list any prescription medication/s that you may be currently taking, as well as any over the counter medication (ie laxatives, heartburn, painkillers).  Include contraception, supplements, homeopathy, herbs etc.  Also list any recreational drugs used either currently or in the past, with dates if possible) 

	Name, strength / potency
	Frequency taken
	Dates

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Allergies to medications

	Name 
	Reaction You Had
	Dates

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	

	HEALTH HABITS 

	Exercise
	 FORMCHECKBOX 
 Sedentary (No exercise)

	
	 FORMCHECKBOX 
 Mild exercise (i.e., climb stairs, walk 3 blocks, golf)

	
	 FORMCHECKBOX 
 Occasional vigorous exercise (i.e., work or recreation, less than 4x/week for 30 min.)

	
	 FORMCHECKBOX 
 Regular vigorous exercise (i.e., work or recreation 4x/week for 30 minutes)

	Diet
	Are you on any special dieting plan?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	Pls give brief details:        


	
	# of meals you eat in an average day?      

	
	Salt intake
	 FORMCHECKBOX 
 Hi
	 FORMCHECKBOX 
 Med
	 FORMCHECKBOX 
 Low

	
	Fat intake
	 FORMCHECKBOX 
 Hi
	 FORMCHECKBOX 
 Med
	 FORMCHECKBOX 
 Low

	Caffeine
	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 Coffee – How many:
	 FORMCHECKBOX 
  Black or green tea – How many:
	 FORMCHECKBOX 
 Fizzy drinks – How many:



	Water
	Water:  # glasses per day?        

	Alcohol
	Do you drink alcohol?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	#  glasses per day?        

	
	#  glasses per week?        

	Tobacco
	Do you use tobacco?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	 FORMCHECKBOX 
 Cigarettes – pks./day        
	 FORMCHECKBOX 
 E-cig - #/day     
	 FORMCHECKBOX 
 Pipe -#/day
	 FORMCHECKBOX 
 Cigars - #/day      

	
	 FORMCHECKBOX 
 # of yrs      
	 FORMCHECKBOX 
 Or year quit        

	Drugs
	Do you currently use recreational drugs?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	Have you ever used recreational drugs?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Sex
	Are you sexually active?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	If yes, are you trying for a pregnancy?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	If not trying for a pregnancy list contraceptive or barrier method used:        


	
	Any discomfort with intercourse?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


	FAMILY HEALTH HISTORY

	

	
	Age
	Significant Health Problems
	
	Age
	Significant Health Problems

	Father
	     
	     
	Children
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
  F
	
	     

	Mother
	     
	     
	
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	     

	  Sibling/s
 
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	     
	
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	     

	
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	     
	
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	     

	
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	     
	Grandmother

Maternal
	     
	     

	
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	     
	Grandfather

Maternal
	     
	     

	
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	     
	Grandmother

Paternal
	     
	     

	
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	     
	Grandfather

Paternal
	     
	     

	Aunts/Uncles

Paternal
	     
	     
	Aunts/Uncles

Maternal
	     
	     

	Cousins

Paternal
	     
	     
	Cousin/s

Maternal
	     
	     


	MENTAL HEALTH

	

	Is stress a major problem for you?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you feel depressed?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you panic when stressed?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you have problems with eating or your appetite?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you cry frequently?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you ever attempted suicide?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you ever seriously thought about hurting yourself?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you have trouble sleeping?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you ever been to a counsellor?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


	WOMEN ONLY

	Age at onset of menstruation:      

	Date of last menstruation:      

	Period every       days

	Heavy periods, irregularity, spotting, pain, or discharge?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Number of pregnancies        Number of live births      

	Are you pregnant or breastfeeding?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you had a D&C, hysterectomy, or Cesarean?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any urinary tract, bladder, or kidney infections within the last year?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any blood in your urine?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any problems with control of urination?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any hot flashes or sweating at night?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you have menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Experienced any recent breast tenderness, lumps, or nipple discharge?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any other information:        



	MEN ONLY

	Do you usually get up to urinate during the night?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If yes, # of times      

	Do you feel pain or burning with urination?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any blood in your urine?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you feel burning discharge from penis?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Has the force of your urination decreased?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you had any kidney, bladder, or prostate infections within the last 12 months?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you have any problems emptying your bladder completely?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any difficulty with erection or ejaculation?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Any testicle pain or swelling?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	

	OTHER PROBLEMS

	Check if you have, or have had, any symptoms in the following areas to a significant degree and briefly explain.


	 FORMCHECKBOX 

	Skin      
	 FORMCHECKBOX 

	Chest/Heart      
	 FORMCHECKBOX 

	Recent changes in:      

	 FORMCHECKBOX 

	Head/Neck      
	 FORMCHECKBOX 

	Back      
	 FORMCHECKBOX 

	Weight      

	 FORMCHECKBOX 

	Ears      
	 FORMCHECKBOX 

	Intestinal      
	 FORMCHECKBOX 

	Energy level      

	 FORMCHECKBOX 

	Nose      
	 FORMCHECKBOX 

	Bladder      
	 FORMCHECKBOX 

	Ability to sleep      

	 FORMCHECKBOX 

	Throat      
	 FORMCHECKBOX 

	Bowel      
	 FORMCHECKBOX 

	Other pain/discomfort:      

	 FORMCHECKBOX 

	Lungs      
	 FORMCHECKBOX 

	Circulation      
	
	

	

	General

	  Do you or did you have pets, or grow up with animals, live or ever worked on or near a farm?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you do any gardening?  
	  FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 
  No

	Have you lived abroad, spent time out of UK, if so where?        
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you swim regularly, or use saunas, Turkish baths or Jacuzzis?        
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	  Do you have your hair coloured regularly or ever use instant tanning products or use Solariums?        
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you skip these?
	Dairy
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Eggs
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Gluten
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Wheat
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Meats   
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 

	No

	Do you?
	Skip breakfast
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Graze (small frequent meals throughout the day/evening
	    FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	Regularly miss meals
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Eat constantly, whether hungry or not
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	Add salt to food
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Add sugar to drinks.  Number of spoons per drink        
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	Generally eat on the run / on the go
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


	From the condition/s you would like addressed, please describe the severity of, and frequency of the symptoms you experience:

	1.       


	2.       


	3.       



